Coronal CT (A ) and contrast-enhanced coronal MRI (B) sho w a large mass that has produ ced significant bone erosion. The epicenter ofthe mass is in the area of the geniculate gang lion, and it extends into the middle cranial fo ssa superiorly and into the middle ear inferiorly. Note that the mass enhances significantly on the MRI.
Facial nerve schw annoma s have a predilection for the area of the geniculate ganglion , although they can occur at any point along the nerve between its origin in the pons and its exit in the stylomastoid foramen and parotid segment.' A weakness of the facial nerve that progres ses slowly is most likely the result of a neoplasm; such palsies account for less than 5% of all facial palsies. By contrast, Bell's palsy has a strikingly rapid onset. Trauma, herpe s zoster infection, and complications of otiti s media are all more common causes of facial nerve palsy than is facial nerve schwannoma.?
A facial nerve schwannoma can cau se a sensorineural hearing loss when it extends into the internal acoustic canal and a conductive hearing loss when it extend s into the middle ear. Although facial palsy is the most common clinic al symptom of a facial schwannoma, some patients do not experience facial paraly sis. In such cases, the lesion is discovered on imaging as a large mass in the middle ear or middle cranial fossa (figure) .
Computed tomography (CT) might not be able to differentiate a schwannoma from a cholesteatoma unless there is an obvious fusiform enlargement of the more distal or proximal facia l nerve canal. Contrast-enhanced magnetic resonance imaging (MRI) can be more sensitive in differentiating an enhancing schwannoma from a cholesteatoma, which does not enhance.v'
